Abstract Previous research on sexual minority and Latina women suggests that Latina lesbian, bisexual, and queer (LBQ) women may be at high risk for sexually associated and transmitted infections, but research on the sexual health and practices of this population is limited. This qualitative study explored the knowledge, attitudes, and values related to sexual health among a purposive sample of Latina LBQ women living in Seattle, WA. Latina LBQ women (N = 14) were recruited to participate in in-depth interviews about their sexual health through community organizations, flyers posted on college campuses, email and social media advertisements, and participant referrals. In-person semi-structured interviews were conducted and transcribed; transcripts were coded by two independent coders and reviewed for prominent themes. Four main themes emerged: 1) Latina sexual minorities' sexual health is shaped by their social and cultural contexts, 2) they lack needed sexual health knowledge, 3) their sexual health behaviors vary depending on the relationship status and gender of their partners, and 4) they value taking responsibility for their own sexual health. Further research is needed to better understand sexual health among Latina LBQ women and to identify ways in which their values can be leveraged to promote positive sexual health outcomes.
Background
Both the Latina and the lesbian, bisexual, and queer (LBQ) populations are growing in the USA, yet little is known about sexual health of young Latina lesbian, bisexual, and queer women 1 [1] . Research suggests that Latina sexual minority women are less likely to receive recommended sexual health screening and are at increased risk for adverse sexual health outcomes compared to both Latina heterosexual women and white women [2] [3] [4] [5] . This may be in part due to limited knowledge about sexual health and sexually transmitted infections (STI), as well as structural barriers related to their identities as racial/ethnic and sexual minorities [6, 7] .
While researchers and public health practitioners have developed sexual health education programs for young Latina women, most have been aimed at heterosexual women and therefore do not include information for sexual minority women, such as modes of STI transmission between women, barrier use, and safer sex toy use [8] [9] [10] [11] . In addition, sexual minority women often ignore sexual health information addressed at Ball women^assuming that it will not be relevant to them [12] . This limited access to health education when women are becoming sexually active may result in increased risk for adverse sexual health outcomes.
Because previous research on young Latina LBQ women's perspectives on sexual health has been limited, our study sought to identify factors that may contribute to their sexual health to inform future policies and programs. Given the limited research on the specific needs of young Latina lesbian, bisexual, and queer women, we relied on minority stress theory and intersectionality to inform our study [13, 14] . Minority stress theory helps explain how the stressors that sexual minorities experience impact health outcomes [15, 16] . This theory describes how health is shaped by both distal stressors, such as external objective experiences of discrimination or violence, and proximal stressors, such as expectations of rejection and internalized homophobia. Consistent with intersectionality theory, it also posits that multiple minority populations may have life experiences that are more stressful than those with only one minority identity, such as white sexual minority women or Latino heterosexuals, and that these stressful life experiences can be associated with increased sexual risk-taking behavior [13, [17] [18] [19] [20] .
Guided by an intersectionality perspective, we explored how young women's gender, sexuality, and ethnicity intersect to shape their identities and perspectives on their sexual health [21, 22] . According to this perspective, life experiences of people with the same identities can take on different meanings depending on their context. Sexual minority and racial/ethnic statuses can also mutually influence one another and often reflect the social stratification of status and power in society. This perspective also encourages researchers to acknowledge the psychological benefits that come from different identities, such as social support, resilience, and identity based-pride [23, 24] . Therefore, we used both intersectionality theory and qualitative methods to describe how the sexual health of young Latina lesbian, bisexual, and queer women's life experiences are shaped by both the unique stressors and benefits of their multiple minority identities.
Methods Study Setting and Procedures
Our study sample was drawn from the Seattle/King County area in Washington State, in which Latinos represent 6.6% of the city's population, and sexual minorities are estimated to be 4.8% of the city's population [25] . Women were recruited using several techniques, including outreach to community organizations by research staff, posting flyers, email and social media advertisements, and personal referrals from recruited participants [26] [27] [28] [29] . Women were eligible for participation if they were 1) identified as Latina and/or Hispanic; 2) identified as lesbian, gay, bisexual, transgender, or queer identity; 3) identified as a woman or female; 4) were between the ages of 18-40; and 5) were English speaking. This resulted in contact via phone or email from 27 potential participants. Of these, three were ineligible due to gender identity, sexual orientation, and age; nine failed to respond to requests for scheduling or did not keep appointments; and 15 were eligible and participated. Participants gave written and verbal informed consent to participate. The University of Washington's Human Subjects Division approved all study procedures.
In-depth interviews were conducted in English by the lead author (a Latina sexual minority woman) at private locations within Seattle, as selected by participants. The interview guide included open-ended questions and was developed based on the theoretical framework including topics on women's individual identities, interpersonal relationships, health care experiences, sexual health information, and health behaviors. Example questions included BTell me how your identities relate to your sexual health? Tell me about how you communicate about sexuality and sexual health with your partners? Where do you get your sexual health information?^In addition, we collected demographic information on women's age, country of origin, relationship status, household composition, level of education. They were also allowed to self-report their gender identity, sexual orientation, and race/ethnic identity using their preferred terminology. Interviews lasted between 45 and 120 min, taking approximately 90 min on average. Interviews were conducted until the data reached saturation.
Data Analysis
Interviews were digitally recorded, transcribed verbatim, and reviewed by team members to establish familiarity with the data. While 15 interviews were conducted, only one was conducted with a transgender women. Because it may have risked breaching confidentiality to report on a single transgender participant and because during the interview the participant identified as heterosexual, we excluded this interview from data analysis. Data were analyzed using a deductive approach, developing an initial coding scheme based on our theoretical framework and the transcripts themselves. We also allowed for inductive analysis by adding additional codes during the coding process as needed. Two members of the research team (CS and JS) independently coded each transcript. Coders met several times to discuss their coding choices and to establish inter-coder agreement [28, 29] . Transcripts were coded in Atlas.ti for further analysis. We created queries of coded quotations based on the coding scheme, which were reviewed by the full investigative team in order to identify themes and exemplary quotes. We sought to identify patterns both within and between different identity groups.
Results
Participants included women that identified as lesbian (n = 8), bisexual (n = 2), and queer (n = 4). The average age was 27. All women had completed high school, and the majority had also attended some college or had a bachelor's or master's degree. Most were born in the USA (n = 12), but had grown up in other parts of the country (South and Southwest). Women identified as Chicana, Latina, Latino, Hispanic, Mexican, and Mexican-American. Most reported being in a married or committed monogamous relationship (n = 9), others were single or in married non-monogamous relationships. Four overarching themes were identified regarding the knowledge, attitudes, and values of Latina LBQ women's sexual health. Themes, subthemes, and representative quotes are described and presented below.
Theme 1: Latina LBTQ women's identity and behavior are shaped by their social and cultural context.
Participants described how living within a heteronormative and racist contexts shaped the ways in which they make decisions concerning their sexual health and safer sex practices.
Discrimination
Participants reported experiencing discrimination based on both their racial/ethnic and sexual identities. Participants experienced sexual fetishization, or racially motivated objectification, from both women and men based on their perceived race or ethnicity. They described experiences of strangers approaching them with the assumption that they are Bforeign.F or example, one participant described, It becomes very apparent when the first thing someone asks is, 'Where are you from?' And you say, 'Seattle,' and they say, 'No, where are you from?' And then you pretty much know at that point that they aren't caring about anything about you. They're caring about this idea they have in their head. This person is foreign. They're from some exotic place, and I want to know all about them, and they're not listening to anything you say about yourself.
This contributed to a sense of isolation and a lack of belonging based on their racial/ethnic identity.
Bisexual and queer women who reported attraction to and/or experiences dating men described broader discrimination from both heterosexual and sexual minority communities. For example, women reported that heterosexual individuals view bisexual women as personally threatening to their relationships and heterosexuality and that sexual minority individuals view bisexual women as a threat to the integrity of identity and community. Bisexual participants reported experiencing social ostracism from both heterosexual and sexual minority people. They reported that this caused them to question whether or not to be out about their bisexual identity, as they weighed the benefits of both authenticity and safety.
Family Acceptance
Some women noted that their family's acceptance (or lack of acceptance) influenced their sexual behaviors. Although there was some variation in the sample, most women reported experiencing some form of rejection from their family members. For example, women reported hiding their sexual identity or same-sex relationships from family members, receiving negative comments from family members, or having a break in contact with family members. Women noted that Btraditional^marriage between a man and woman was a common cultural and a religious value; therefore, they felt implicit pressure to conform to this standard. As one woman described her parents, BI would say they're more accepting now but I wouldn't say they are fully accepting. I would say that deep down they still have that hope that I'm just going to marry a man and have kids.N
avigating Multiple Minority Identities
Many women reported feeling isolated as sexual minority Latinas living in a predominately white city and county. Many struggled to build relationships with women that shared their identity, in part because they perceived limited opportunities to network and build community. For example, one woman said, BThere are spaces where there's women's events, but usually those are white events. Then, there's also a language barrier, too. So, I just feel like it's not welcoming.Â s sexual minorities, they also described lacking a sense of belonging in the Latino and white American communities, given the heteronormative culture that permeates both, but that they also found it difficult to identify as both LBQ and Latina, because of heterosexual norms and expectations in the Latino culture. Some participants shared that Latino cultural expectations contributed to internalized homophobia and difficulty coming to terms with their queer identity. Women described compartmentalizing their identities in order to navigate social situations, yet were unable to separate their identities. As one woman stated, I cannot say lesbian if I'm in a social gathering and it's all Mexicans, like my family. That would just cause an uproar… Like I said, it's very complex, being Mexican. And more, a Mexican woman. And even more, a Mexican lesbian woman.
Additionally, Latina LBTQ's social and cultural contexts framed their experiences accessing health care. One participant shared:
I n m y c u l t u r e , g o i n g t o t h e d o c t o r i s n o t something-you go to a doctor if you absolutely need to go to the doctor, like if you're dying, you have to go to the doctor. Even going for checkups and all this stuff, it's very foreign. I've had to start saying, 'No, I need to be taking care of this and this and this' because it's not something that I necessarily grew up with. So, it's different. But I feel like even every time that I do make that decision to go see someone, it's still threatening, I'd say.
Theme 2: LBQ women's knowledge regarding safer sex is shaped by social and cultural influences, which are largely reflective of heterosexual safer sex practices.
Most participants reported receiving sexual health education from their families and schools during their childhoods. Families tended to frame sex and sexuality in the context of puberty, reproduction, or love between two heterosexual people. One participant shared:
My mom was always very open about sexuality. And so I had information since I was little about how babies were born and where they came from and how they were made. And so there was a lot of information when it came to that about safe sex practices, like using condoms or contraceptives but definitely abstinence.
For some women, family and school-based sexual health education were rooted in Catholic ideology, including fearand shame-based messages to discourage women from having pre-marital sex. These women reported that they did not receive any information related to sexual minority health in these settings.
As they became sexually active, participants described mostly seeking sexual health information from their peers and the Internet, but ultimately trusted the information they received from their doctors the most. Despite this, they shared that their doctors often did not give them any information about how to protect themselves against sexually transmitted infections when having sex with women and/or assumed they were heterosexual and offered them advice according to this assumption. One participant shared:
The only time I really go over things is when I have my annual checkup and they usually ask how many partners do you have, are you on birth control, those types of things… I've been thrown off [when] asked are you sexually active and I say yes and then they say something or and then they follow up with are you on birth control? And I say no and then they say well, do you want to be on birth control? And then I feel like I have to say well no, I don't need birth control because I have a female partner…And so then that's the end of the conversation.Â nother participant shared that a doctor led her to believe that she did not need regular cervical cancer screening because she only had sex with women.
The result of receiving information from these sources was that women felt unsure of how to negotiate and practice safer sex with women. Participants largely knew how to have safer sex with men and were firm in their decisions to use barriers with men to reduce risk of pregnancy and sexually transmitted infections. However, many participants stated that they did not know what safer sex methods were available to them when having sex with women and some attributed their high-risk sexual behaviors to their lack of knowledge. For example, when a bisexual participant was asked about practicing safer sex with female partners, she responded, BNo, because I don't have any information on that, so I wouldn't.T heme 3: Latina LBTQ women's sexual health behaviors vary depending on their relationship status and the gender of their partners.
Variations on BSafer SexŴ
omen that reported having sex with men generally reported consistent barrier use with their male partners. One participant shared her condom use history with a transgender female partner, expressing that she uses condoms with any of her partners who have a penis. However, most women reported not regularly using barriers when they have sex with women, with only one woman explicitly stating that she used female condoms with all of her female partners. After describing practicing barrier methods with men, one participant shared:
But like I've never been with a female partner and offered to use a dental dam or something like that. I feel like that would just-I don't know, I don't know why it would be weird and maybe the reason why is because with men, I think it's like well, we use a condom because I don't want to get pregnant or something whereas with women, that wouldn't be the excuse. The excuse would be I don't want to get an STI. And so then that's almost like assuming but it gives that person the impression that you think that maybe they would have an STI or something.
Participants in polyamorous or non-monogamous relationships reported engaging in consistent testing regimens to protect their partners without the use of barriers. As one participant shared, BIf we have a closed circle where people aren't having sex with other people outside of it, then it can be unprotected and everybody's been tested.T
rust as a Proxy for Safer Sex
Participants identified trust as important in their sexual decision-making processes and behaviors. Women described having higher levels of trust in their female partners, due to being less afraid of infection risk. This greater trust led to engagement in unprotected oral and digital penetrative sex. Many felt confident that their female partners would not intentionally expose them to infections or harm; yet, this trust did not extend to their male partners. They cited specific reasons for consistently using barriers with men, including fear of pregnancy, a history of sexual violence, fear of men's dishonesty in reporting sexual history, and men not taking responsibility for their or their partner's sexual health.
Sex Toy Use
Use of barrier protection methods with sex toys varied across participants. Most participants indicated knowledge regarding safer toy use by explaining that they use toys made of silicone, rather than porous materials that may harbor bacteria or viruses; however, this was less common among bisexual participants. Some women reported limiting their toy use to serious rather than casual partners. They also explained that toys are generally purchased with a specific partner for their exclusive use and that toys are disposed of or left with said partner at the end of the relationship. As one participant explained, BToys are always exclusively when I'm monogamous with somebody. I will not use them if it's somebody I'm not exclusive or monogamous with. That's always exclusively with them… If that's over, it goes in the trash.T heme 4: Latina LBTQ women value taking responsibility for their sexual health.
Women reported placing a high value on taking responsibility for their own health. When asked about accessing sexual health care, participants described prioritizing their sexual health exams as directed by their doctors despite the physical discomfort of exams and previous negative experiences. One participant shared, BIt's not necessarily the most comfortable experience [but] I just go check in and do my thing.P articipants identified sexual health care as a way to take care of themselves. Some also saw it as a way of taking care of their partners. For example, one participant shared that she requires her partner to get her Pap test regularly: BBeing with me means that you have to go to the doctor and be healthy.^D iscussion This qualitative study was the first to our knowledge to describe young Latina LBQ women's perspectives on sexual health. We found that women's sexual health was shaped by their social and cultural contexts, including experiences of discrimination, family rejection, and navigating multiple minority identities. In addition, many had not received relevant sexual health education as children and adolescents and some continued to receive inadequate information from their health care providers as young adults. Despite this, many were practicing forms of safer sex and valued taking responsibility for their sexual health.
Consistent with intersectionality theory, the social and cultural contexts of Latina LBTQ women in this study shaped their sexual health in several ways. Women identified feelings of both belonging to and feeling distanced from sexual minority and Latino communities. Within the queer community, they at times felt alienated because their Latina identity was not concordant with the largely white community in Seattle; while they also felt excluded by Latinos because their sexual orientation does not meet cultural expectations of being a Latina woman. Our findings are consistent with previous studies of African-American lesbians and sexual minority Latinos and support the importance of understanding young lesbian, bisexual, and queer Latinas' sexual health needs from an intersectional perspective [20, 22, 23, 30] . Though Latina LBQ women suppress parts of themselves depending upon the context, they need social spaces where they can feel complete. Social networks can provide emotional support to Latina LBQ women and promote self-worth, which may decrease risky sexual behaviors [31, 32] .
Women in this study reported experiences of discrimination based on their gender, sexual orientation, and racial/ethnic minority identities. Experiences of discrimination appeared to be related to distress in their interactions with potential partners, as well as fear of being Bout^in certain contexts. Stress related to discrimination has been associated with poor mental health among sexual minority men and women [33, 34] . Research has also shown that sexual minorities of color experience excess stress exposure as they face discrimination in multiple contexts from both majority and minority groups [16, 33, 35] . For example, in a study of Latino men who have sex with men, discrimination was associated with increased risk of HIV infection due to increased sexual risk taking [36] . Discrimination has also been associated with increased substance use among Latinas and Latino men who have sex with men [37] [38] [39] , which can increase risk for STIs. Future research should explore whether discrimination is associated sexual health behaviors and utilization of health care among Latina sexual minority women.
In addition to navigating their multiple social identities, Latina LBQ women described receiving information about their sexual health from their families, schools, and health care providers, which was inadequate and/or irrelevant to practicing safer sex in same sex relationships. Specifically, sexual health information they received in adolescence and misinformation from health care providers throughout their young adulthood lacked information that was specific to sexual minorities. This finding was consistent with previous studies that have also noted limited sexual health knowledge among sexual minority women [12, [40] [41] [42] and lack of population specific safer sex information delivered by providers [43, 44] .
The lack of accurate and appropriate sexual health information may serve as a barrier to safer sex behaviors, such as a communicating with sexual partners. Women in our study reported that they relied on feelings of trust to determine whether to practice safer sex with women, rather than explicitly communicating with their partners about risk. While relying on trust to determine the extent to which safer sex is practiced is not specific to sexual minority women, women in this study reported that their women partners were seen as safer partners because they trusted them to take care their own health, protect them from risk, and to disclose histories of prior or current infections [45] . Previous studies of sexual minority women have also noted that women generally trust their women partners and as such do not perceive the need to practice safer sex [40, 46, 47] . Together, these studies suggest the need for sexual minority relevant health education that focuses specifically on safer sex practices with women partners, including partner communication.
Despite the many social and contextual factors increasing Latina LBQ women's sexual health risk, the women in this study placed a high value on their sexual health and prioritized taking responsibility for their own health. Many reported safe use of sex toys, had been tested for sexually transmitted infections and cervical cancer, and were open about sharing their sexual histories (e.g., sexual behavior with female partners) with their providers and partners. Women were interested in protecting their sexual health despite potential barriers to care, including discrimination from providers and other barriers to care. Many also reported consistent safe sex behavior with their partners that were men. Future research should focus on ways to encourage better patient-provider communication for sexual minority women. Health care providers should receive education and training on how to conduct sexual histories and provide appropriate sexual health information to this population. Latina LBQ women should also be encouraged to communicate with their partners about sexual health and maintain health-promoting behaviors.
Due to the qualitative study design and sampling procedures, our findings may have limited generalizability. For example, all the participants in our study spoke English and had completed high school and most at least some college education. Therefore, while our findings suggest that Latina LBTQ women may have experiences that put them at risk for poor sexual health, these risks may be even greater for women who were ineligible for our study; those with limited English proficiency, lower levels of acculturation, lower levels of education, and undocumented immigration status. Future studies should be conducted in other areas of the USA and among younger, older, and Spanish-speaking LBQ Latinas who have limited access to healthcare.
Conclusion
Latina LBQ women have intersecting identities with unique perspectives on sexual health. Future research should further explore how their social and cultural contexts impact their sexual health behaviors and what can be done to create a more positive social environment for these women. In addition, future studies should examine whether Latina LBQ women are receiving adequate sexual health education and health care and how this contributes to their sexual behaviors. Our findings suggest that existing sources of sexual health information programs may not adequately address the needs of young sexual minority Latina women. Future sexual health education programs should focus on providing this population with information about safer sex practices with women, safer sex toy use, and routine STI and cervical cancer screenings. Health care providers may also need additional training on how to provide quality care for Latina LBQ women, including building trust with patients and accurately communicating sexual health risks. Providers should also be aware of women's history with discrimination and consider ways to make their practice more inclusive. Given the high priority Latina LBQ women place on their sexual health, these strengths should be leveraged to promote more positive sexual health outcomes. 
